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a prospective single‑centre study
Chenkai Li1†, Zian Zhang1†, Guanrong Wang2, Chun Rong2, Wanping Zhu2, Xinzhe Lu1, Yikai Liu1 and 
Haining Zhang1* 

Abstract 

Objective:  This study assessed the accuracy of robotic-arm-assisted total knee arthroplasty (RATKA) for bone resec-
tion, component size prediction, implant placement, and limb alignment.

Methods:  This prospective cohort study included 36 patients. All procedures were performed by a single experi-
enced surgeon, using an identical approach and implant designs. The MAKO RIO Robotic Interactive Orthopaedic 
Arm (Stryker, Mahwah, NJ, USA) system was used. The actual bone resection, implant placement, component size, and 
postoperative mechanical alignment were recorded, then compared with the preoperative plan.

Results:  The mean absolute differences from the plan for the distal (medial and lateral) and posterior (medial and 
lateral) femoral cuts were 0.39 mm (0.62), 0.49 mm (0.70), 0.62 mm (0.79), and 0.65 mm (0.81), respectively, with 0.57° 
(0.65) varus. The mean absolute differences in the medial and lateral tibial cuts were 0.56 mm (0.75) and 0.58 mm 
(0.76), with 0.48° (0.16) varus and 0.54° (0.25) anterior/posterior slope. Of 192 bone resections, 176 (91.7%) were 
within ≤ 1 mm of the preoperative plan. The accuracies of femoral and tibial component size prediction were 100% 
and  97.22%, respectively. The mean absolute difference in final limb coronal alignment was 0.92° (0.65). Of the align-
ments, 18 (75.0%) were within ≤ 1.00° of the plan, and 100% were within ≤ 3.00° of the plan.

Conclusion:  RATKA could accurately predict the component size and execute a preoperative plan to achieve precise 
bone resection, and implant placement, thereby reducing alignment outliers.
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Background
The precision of implantation, mechanical alignment, 
and soft tissue balance are important for the success of 
total knee arthroplasty (TKA) [1]. It had been reported 

that at 25  years follow-up, the implant survivorship of 
TKA was appropriately 82% [2]. Deviation during the 
operation, such as malposition and imbalance, will affect 
implant survival [3]. Malposition will increase wear and 
result in poor clinical outcomes, which may lead to early 
revision [4]. Imbalance is a risk factor for pain, instabil-
ity, and aseptic loosening, which may eventually decrease 
patient satisfaction [5]. It may be difficult for surgeons to 
consistently achieve the ideal implantation and alignment 
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of components; surgical errors are the major cause of 
TKA failure.

Robotic-arm-assisted surgery in orthopaedics began 
in the 1980s; it was developed to enhance the accuracies 
of bone resection, implant selection and placement, and 
alignment, thereby improving patient clinical function 
and long-term implant survival [6]. Robotic-arm-assisted 
total knee arthroplasty (RATKA) has gathered momen-
tum as a method to improve the accuracies of bone 
resection and implant position, thus reducing limb align-
ment outliers [7]. In these systems, robotic-arm-assisted 
surgeons precisely machine the bones, using preoperative 
computed tomography-based planning and haptic feed-
back. Bäthis et al. [8] confirmed the accuracy of RATKA 
by analysing bone resection in 50 cases. Cheng et al. [9] 
demonstrated that RATKA improved the precision of 
implant position and mechanical alignment. Besides, 
Mason et al. [10] reported that 91% of patients achieved 
mechanical alignment deviation within ± 3°. This study 
evaluated the accuracy and precision of RATKA for pre-
dicting component size and achieving the preoperatively 
planned bone resection, implant position, and final limb 
coronal mechanical alignment.

Materials and methods
Patient selection
Between June 2021 and July 2021, 36 patients with 
symptomatic end-stage knee osteoarthritis underwent 
primary RATKA at the same centre. All procedures 
were performed by an experienced surgeon trained in 
RATKA. Patients with knee osteoarthritis undergoing 
primary TKA were recruited for the study. Exclusion cri-
teria were: varus or valgus deformity > 20°; neurological 
disorders or inflammatory arthropathies; and previous 
leg surgery. The study was assessed by the hospital review 
board which waived the need for further ethics approval.

Surgical technique
The MAKO RIO Robotic Interactive Orthopaedic Arm 
(Stryker, Mahwah, NJ, USA) system was used. A three-
dimensional model of the patient’s bony anatomy was 
used to plan the optimal bone resection, implant posi-
tioning, and limb alignment. Femoral and tibial regis-
tration pins were inserted for intraoperative dynamic 
tracking; they were used to assess range of movement and 
mechanical alignment. A conventional medial parapatel-
lar approach was used in all patients. After registration 
and adjustments of the preoperative plan, the robotic-
arm-assisted surgeon performs femoral and tibial oste-
otomies within a virtual haptic boundary. In the coronal 
plane, femoral and tibial varus/valgus were both set to 0°. 
In the sagittal plane, the femoral component flexion was 
initially set to 4°, while the tibial slope was set to 0°. The 

surgeon could adjust these settings as necessary based on 
an intraoperative assessment of the flexion gap and range 
of movement. All patients used fully cemented implanta-
tion (Triathlon Posterior Stabilisation Total Knee System, 
Stryker Orthopaedics, Mahwah, NJ, USA).

Data collection
The preoperative plan included bone resection, com-
ponent placement, and mechanical alignment targets. 
Patients were assessed intraoperatively or before dis-
charge in terms of bone resection and prediction accu-
racy; knee X-rays and a weight-bearing scanogram were 
obtained. (1) Bone resection included the distal femur 
(medial and lateral), posterior femur (medial and lateral), 
and tibia (medial and lateral) cuts, without considering 
cartilage. Both the planned and actual bone resections 
were recorded. The actual bone resection was measured 
intraoperatively using Vernier calipers after the osteot-
omy; the percentage of bone resection ≤ 1 mm from the 
preoperative plan was recorded. (2) The accuracies of 
predicting the femoral and tibial component sizes were 
checked. (3) Knee X-rays were used to assess the implant 
position, including the femoral and tibial component 
varus/valgus positions from the mechanical axes, as well 
as tibial component posterior slope. (4) Weight-bearing 
scanograms were used to evaluate mechanical align-
ment. The original targeted alignment was neutral align-
ment, but surgeon might adjust it according to details of 
each patient. The outcomes were defined based on the 
degree of deviation as “excellent” (0–1.99°), “acceptable” 
(2–2.99°), and an “outlier” (≥ 3°), compared with the pre-
operative planned.

Statistical analysis
IBM SPSS Statistics, version 24.0, was used to ana-
lyse the data. Continuous variables are expressed using 
means and standard deviations; categorical variables are 
expressed using frequencies and percentages. Accuracy 
was defined as the root mean square (RMS) of the meas-
urements. Precision was defined as the standard devia-
tion of measurements.

Results
This prospective study enrolled 36 patients (mean age, 
67.6 ± 6.1  years; 83.33% women; 94.44% varus). Eleven 
patients (30.56%) had surgery on their left knees.

The mean absolute differences from the plan for dis-
tal (medial and lateral) and posterior (medial and lat-
eral) femoral cuts were 0.39 mm (0.62), 0.49 mm (0.70), 
0.62  mm (0.79), and 0.65  mm (0.81), respectively, with 
0.57° (0.65) varus. The mean absolute difference in the 
medial and lateral tibial cuts was 0.56  mm (0.75) and 
0.58  mm (0.76), with 0.48° (0.16) varus and 0.54° (0.25) 
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anterior/posterior slope (Table 1). Of 192 of bone resec-
tions, 176 (91.67%) were ≤ 1  mm from the preoperative 
plan.  Figure  1 summarises the bone resections. The 
accuracies of femoral and tibial component size predic-
tion were 100% and 97.22%, respectively.

The mean absolute difference in the final limb coro-
nal alignment was 0.92° (0.65): 27 alignments (75.00%) 
were ≤ 1.00° of the plan, and 100% were within ≤ 3.00° of 
the plan. Overall, 33 knees were classified as  “excellent”, 3 
as “acceptable”, and 0 as “outlier”  (Fig. 2).

Discussion
In this prospective study, RATKA exhibited high accura-
cies for bone resection, implantation, and correction of 
limb alignment. The robotic arm followed the preopera-
tive plan accurately. Further studies should enrol multiple 
surgeons and include more cases to analyse the interac-
tion between surgical accuracy and clinical outcome.

Because the sawblade action was confined to the pre-
operative plan in RATKA, it helped to improve the accu-
racy and precision of femoral and tibial bone resection. 
Hampp et al. [11] compared the error of bone resection 
between RATKA and conventional TKA in six cadavers; 
compared with conventional TKA, RATKA enhanced the 
precision and accuracy in achieving preplanned implan-
tation. In 45 consecutive RATKAs, Sires et al. [12] found 
that the accuracy of RATKA in achieving planned bone 
resection was high, such that 99 of 105 bone resections 
were within 1 mm of the preoperative plan. Bäthis et al. 
[8] also confirmed the accuracy of bone resection in 
RATKA; the deviations of distal femur and tibial resec-
tion were 0.6  mm (0.4) and 0.7  mm (0.5), respectively. 
Overall, robotic-arm-assisted techniques could accu-
rately execute the preoperative bone resection plan and 
achieve the ideal flexion–extension gap balance, which 
are important for mechanical alignment and ligament 

tension. Thus, it is helpful for surgeons to introduce 
robotic-arm-assisted techniques into their routine 
treatment.

Deviation of implant placement is a risk factor for 
aseptic loosening [5]. The achievement of ideal, patient-
specific component placement requires precise, accu-
rate implant positioning. Comparing 143 consecutive 
RATKA cases and 151 consecutive conventional manual 
TKA cases, Thilak et al. [13] found that RATKA achieved 
accurate preoperatively planned implant positioning. In a 
prospective study, Mahoney et  al. [14] found that com-
pared with conventional manual TKA, the radiographic 
parameters of component positioning were improved in 
the RATKA cohort; accuracy improvements were great-
est in femoral component rotation, tibial component 
alignment, and slope. Using computed tomography scans 
to compare the accuracy in 10 RATKA cases and 10 con-
ventional TKA cases, Moon et al. [15] demonstrated that 
RATKA achieved greater accuracy in implantation and 
alignment; it also more accurately restored the posterior 

Table 1  Summary of bone resection compared to the plan

RMS root mean square

Bone resection Mean (mm) RMS (mm) Max. 
error 
(mm)

 ≤ 1 mm (%)

Distal femur cut

Deep (medial)  − 0.08 (0.61) 0.39 (0.62) 2.00 93.75

Deep (lateral)  − 0.03 (0.70) 0.49 (0.70) 2.40 93.75

Posterior femur cut

Deep (medial)  − 0.18 (0.77) 0.62 (0.79) 2.40 87.50

Deep (lateral)  − 0.17 (0.79) 0.65 (0.81) 2.00 90.63

Tibial cut

Deep (medial) 0.38 (0.66) 0.56 (0.75) 1.90 93.75

Deep (lateral)  − 0.13 (0.75) 0.58 (0.76) 1.40 84.38

Fig. 1  Box–whisker plots of the bone resections including maximum, 
minimum, median, and interquartile range values. Positive values 
indicating more bone was resected than planned. M medial; L lateral
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Fig. 2  Proportion of knees with final mechanical alignment from the 
preoperative plan
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condylar offset ratio, Insall–Salvati ratio, and native joint 
line. They found a mean flexion/extension deviation 
of 1.4° and mean varus/valgus deviation of 0.6° for the 
femoral cut; the varus/valgus alignment showed a mean 
deviation of 0.5° for the proximal tibial cut. However, 
Kim et  al. [16] and Cip et  al. [17] found no difference 
between RATKA and conventional TKA groups in terms 
of implantation accuracy with both coronal and sagittal 
radiological assessment. We also found that a robotic-
arm-assisted technique accurately predicted the compo-
nent size. Notably, Marchand et al. [18] reported that the 
accuracy of RATKA in predicting the femoral and tibial 
component was 98%.

Malalignment in the sagittal and coronal planes is 
associated with instability, aseptic loosening, and pain 
[19]. Postoperative alignment is influenced by the extent 
of preoperative varus deformity [20]. Although there 
remains no consensus regarding whether component 
alignment within ± 3° of the neutral mechanical axis 
is related to longer survival rates and better long-term 
function, Parratte et al. [21] demonstrated that the neu-
tral mechanical axis should be recognised as the gold 
standard until the biomechanical relationship of com-
ponent alignment in the axis and sagittal and coronal 
planes is better understood. Studies have demonstrated 
that the error range of the conventional manual tech-
nique is 13–38% when using an intramedullary femoral 
and extramedullary tibial jig [22, 23]. The errors could be 
caused by variations in native bony anatomy or the use 
of oscillating saws for bone preparation. Several studies 
have reported RATKA can accurately restore a mechani-
cal alignment close to 180° and minimise alignment outli-
ers. Liow et al. [24] demonstrated that RATKA improved 
the accuracies of component orientation and mechani-
cal alignment. In a prospective study of 50 RATKA cases 
versus 50 conventional TKA cases, RATKA accurately 
performed the preoperative plan and reduced the num-
ber of outliers (> 3°) [7]. Another study confirmed the 
accuracy of RATKA for correcting mechanical align-
ment, such that 78.13% of alignments were within ≤ 1°of 
the plan and 100% were within ≤ 3° of the plan [12]. 
However, Spencer et al. [25] reported that there is no dif-
ference in overall knee alignment between RATKA and 
conventional TKA. In addition, Song et al. [23] and Park 
et al. [26] found no significant differences in alignment of 
the limb axis between the two techniques.

This study had some limitations. First, the sample size 
was small and future studies involving larger numbers are 
necessary. Second, because the radiographic data were 
obtained early in the postoperative period, pain might 
have negatively impacted the accuracy of radiological 
measurements from standard radiographs. Further-
more, there is measurement error in bone resection using 

Vernier calipers, although the error is minimal. Finally, 
the patients’ reported outcomes were not collected. Thus, 
a future study should analyse the association between the 
accuracy of RATKA and patients’ reported outcomes.

Conclusion
RATKA accurately predicted the component size and 
executed the preoperative plan to achieve precise bone 
resection, and implant placement, thereby reducing 
alignment outliers. Future studies should analyse whether 
this robust accuracy is associated with better functional 
outcomes and greater implant longevity.
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arthroplasty.

Acknowledgements
None.

Authors’ contributions
CL wrote the paper. GW, CR, and WZ collected the data and participated in 
writing and revising the paper. ZZ, XL, and YL performed all the analysis. HZ 
designed the whole study. All authors read and approved the final manuscript.

Funding
None.

Availability of data and materials
The final dataset will be available from the corresponding author.

Declarations

Ethics approval and consent to participate
This study was approved by our Institutional Ethical Committee according to 
the Declaration of Helsinki. This work was performed in the Affiliated Hospital 
of Qingdao University. Informed consent was obtained from all individual 
participants included in the study.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor of this journal.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Joint Surgery, The Affiliated Hospital of Qingdao University, 
Qingdao 266000, Shandong, China. 2 Operating Room of Affiliated Hospital 
of Qingdao University, Qingdao 266000, China. 

Received: 9 December 2021   Accepted: 21 January 2022

References
	1.	 Jakopec M, Harris SJ, Rodriguez y Baena F, et al. The first clinical applica-

tion of a “hands-on” robotic knee surgery system. Comput Aided Surg. 
2001;6(6):329–39. https://​doi.​org/​10.​1002/​igs.​10023.

	2.	 Haddad FS. What is the optimal level of expectation? Bone Jt J. 2017;99-
B(9):1121–2. https://​doi.​org/​10.​1302/​0301-​620X.​99B9.​BJJ-​2017-​0938.

https://doi.org/10.1002/igs.10023
https://doi.org/10.1302/0301-620X.99B9.BJJ-2017-0938


Page 5 of 5Li et al. Journal of Orthopaedic Surgery and Research           (2022) 17:61 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	3.	 Vertullo CJ, Graves SE, Cuthbert AR, et al. The effect of surgeon preference 
for selective patellar resurfacing on revision risk in total knee replace-
ment: an instrumental variable analysis of 136,116 procedures from the 
Australian Orthopaedic Association National Joint Replacement Registry. 
J Bone Jt Surg Am. 2019;101(14):1261–70. https://​doi.​org/​10.​2106/​JBJS.​
18.​01350.

	4.	 Lotke PA, Ecker ML. Influence of positioning of prosthesis in total knee 
replacement. J Bone Jt Surg Am. 1977;59(1):77–9.

	5.	 Ritter MA, Davis KE, Meding JB, et al. The effect of alignment and BMI on 
failure of total knee replacement. J Bone Jt Surg Am. 2011;93(17):1588–
96. https://​doi.​org/​10.​2106/​JBJS.J.​00772.

	6.	 Paul HA, Bargar WL, Mittlestadt B, et al. Development of a surgical 
robot for cementless total hip arthroplasty. Clin Orthop Relat Res. 
1992;285:57–66.

	7.	 Kayani B, Konan S, Ayuob A, et al. Robotic technology in total knee 
arthroplasty: a systematic review. EFORT Open Rev. 2019;4(10):611–7. 
https://​doi.​org/​10.​1302/​2058-​5241.4.​190022.

	8.	 Bathis H, Perlick L, Tingart M, et al. Intraoperative cutting errors in total 
knee arthroplasty. Arch Orthop Trauma Surg. 2005;125(1):16–20. https://​
doi.​org/​10.​1007/​s00402-​004-​0759-1.

	9.	 Cheng T, Zhao S, Peng X, et al. Does computer-assisted surgery improve 
postoperative leg alignment and implant positioning following total 
knee arthroplasty? A meta-analysis of randomized controlled trials? Knee 
Surg Sports Traumatol Arthrosc. 2012;20(7):1307–22. https://​doi.​org/​10.​
1007/​s00167-​011-​1588-8.

	10.	 Mason JB, Fehring TK, Estok R, et al. Meta-analysis of alignment outcomes 
in computer-assisted total knee arthroplasty surgery. J Arthroplasty. 
2007;22(8):1097–106. https://​doi.​org/​10.​1016/j.​arth.​2007.​08.​001.

	11.	 Hampp EL, Chughtai M, Scholl LY, et al. Robotic-arm assisted total knee 
arthroplasty demonstrated greater accuracy and precision to plan com-
pared with manual techniques. J Knee Surg. 2019;32(3):239–50. https://​
doi.​org/​10.​1055/s-​0038-​16417​29.

	12.	 Sires JD, Craik JD, Wilson CJ. Accuracy of bone resection in MAKO total 
knee robotic-assisted surgery. J Knee Surg. 2021;34(7):745–8. https://​doi.​
org/​10.​1055/s-​0039-​17005​70.

	13.	 Thilak J, Babu BC, Thadi M, et al. Accuracy in the execution of pre-
operative plan for limb alignment and implant positioning in robotic-arm 
assisted total knee arthroplasty and manual total knee arthroplasty: a 
prospective observational study. Indian J Orthop. 2021;55(4):953–60. 
https://​doi.​org/​10.​1007/​s43465-​020-​00324-y.

	14.	 Mahoney O, Kinsey T, Sodhi N, et al. Improved component placement 
accuracy with robotic-arm assisted total knee arthroplasty. J Knee Surg. 
2020. https://​doi.​org/​10.​1055/s-​0040-​17155​71.

	15.	 Moon YW, Ha CW, Do KH, et al. Comparison of robot-assisted and con-
ventional total knee arthroplasty: a controlled cadaver study using mul-
tiparameter quantitative three-dimensional CT assessment of alignment. 
Comput Aided Surg. 2012;17(2):86–95. https://​doi.​org/​10.​3109/​10929​088.​
2012.​654408.

	16.	 Kim YH, Park JW, Kim JS. Computer-navigated versus conventional total 
knee arthroplasty a prospective randomized trial. J Bone Jt Surg Am. 
2012;94(22):2017–24. https://​doi.​org/​10.​2106/​JBJS.L.​00142.

	17.	 Cip J, Obwegeser F, Benesch T, et al. Twelve-year follow-up of navigated 
computer-assisted versus conventional total knee arthroplasty: a pro-
spective randomized comparative trial. J Arthroplasty. 2018;33(5):1404–
11. https://​doi.​org/​10.​1016/j.​arth.​2017.​12.​012.

	18.	 Marchand RC, Sodhi N, Bhowmik-Stoker M, et al. Does the robotic arm 
and preoperative CT planning help with 3D intraoperative total knee 
arthroplasty planning? J Knee Surg. 2019;32(8):742–9. https://​doi.​org/​10.​
1055/s-​0038-​16681​22.

	19.	 Meijer MF, Reininga IH, Boerboom AL, et al. Does imageless computer-
assisted TKA lead to improved rotational alignment or fewer outliers? A 
systematic review. Clin Orthop Relat Res. 2014;472(10):3124–33. https://​
doi.​org/​10.​1007/​s11999-​014-​3688-5.

	20.	 Bae DK, Song SJ, Yoon KH, et al. Comparative study of tibial posterior 
slope angle following cruciate-retaining total knee arthroplasty using 
one of three implants. Int Orthop. 2012;36(4):755–60. https://​doi.​org/​10.​
1007/​s00264-​011-​1395-3.

	21.	 Parratte S, Pagnano MW, Trousdale RT, et al. Effect of postoperative 
mechanical axis alignment on the fifteen-year survival of modern, 
cemented total knee replacements. J Bone Jt Surg Am. 2010;92(12):2143–
9. https://​doi.​org/​10.​2106/​JBJS.I.​01398.

	22.	 Song EK, Seon JK, Park SJ, et al. Simultaneous bilateral total knee arthro-
plasty with robotic and conventional techniques: a prospective, rand-
omized study. Knee Surg Sports Traumatol Arthrosc. 2011;19(7):1069–76. 
https://​doi.​org/​10.​1007/​s00167-​011-​1400-9.

	23.	 Song EK, Seon JK, Yim JH, et al. Robotic-assisted TKA reduces postopera-
tive alignment outliers and improves gap balance compared to conven-
tional TKA. Clin Orthop Relat Res. 2013;471(1):118–26. https://​doi.​org/​10.​
1007/​s11999-​012-​2407-3.

	24.	 Liow MH, Xia Z, Wong MK, et al. Robot-assisted total knee arthroplasty 
accurately restores the joint line and mechanical axis. A prospective 
randomised study. J Arthroplasty. 2014;29(12):2373–7. https://​doi.​org/​10.​
1016/j.​arth.​2013.​12.​010.

	25.	 Spencer JM, Chauhan SK, Sloan K, et al. Computer navigation versus con-
ventional total knee replacement: no difference in functional results at 
two years. J Bone Jt Surg Br. 2007;89(4):477–80. https://​doi.​org/​10.​1302/​
0301-​620X.​89B4.​18094.

	26.	 Park SE, Lee CT. Comparison of robotic-assisted and conventional 
manual implantation of a primary total knee arthroplasty. J Arthroplasty. 
2007;22(7):1054–9. https://​doi.​org/​10.​1016/j.​arth.​2007.​05.​036.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.2106/JBJS.18.01350
https://doi.org/10.2106/JBJS.18.01350
https://doi.org/10.2106/JBJS.J.00772
https://doi.org/10.1302/2058-5241.4.190022
https://doi.org/10.1007/s00402-004-0759-1
https://doi.org/10.1007/s00402-004-0759-1
https://doi.org/10.1007/s00167-011-1588-8
https://doi.org/10.1007/s00167-011-1588-8
https://doi.org/10.1016/j.arth.2007.08.001
https://doi.org/10.1055/s-0038-1641729
https://doi.org/10.1055/s-0038-1641729
https://doi.org/10.1055/s-0039-1700570
https://doi.org/10.1055/s-0039-1700570
https://doi.org/10.1007/s43465-020-00324-y
https://doi.org/10.1055/s-0040-1715571
https://doi.org/10.3109/10929088.2012.654408
https://doi.org/10.3109/10929088.2012.654408
https://doi.org/10.2106/JBJS.L.00142
https://doi.org/10.1016/j.arth.2017.12.012
https://doi.org/10.1055/s-0038-1668122
https://doi.org/10.1055/s-0038-1668122
https://doi.org/10.1007/s11999-014-3688-5
https://doi.org/10.1007/s11999-014-3688-5
https://doi.org/10.1007/s00264-011-1395-3
https://doi.org/10.1007/s00264-011-1395-3
https://doi.org/10.2106/JBJS.I.01398
https://doi.org/10.1007/s00167-011-1400-9
https://doi.org/10.1007/s11999-012-2407-3
https://doi.org/10.1007/s11999-012-2407-3
https://doi.org/10.1016/j.arth.2013.12.010
https://doi.org/10.1016/j.arth.2013.12.010
https://doi.org/10.1302/0301-620X.89B4.18094
https://doi.org/10.1302/0301-620X.89B4.18094
https://doi.org/10.1016/j.arth.2007.05.036

	Accuracies of bone resection, implant position, and limb alignment in robotic-arm-assisted total knee arthroplasty: a prospective single-centre study
	Abstract 
	Objective: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Materials and methods
	Patient selection
	Surgical technique
	Data collection
	Statistical analysis

	Results
	Discussion
	Conclusion
	Acknowledgements
	References


